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ABSTRACT: People with mental illness frequently confront public stigma and 
may experience self-stigma. This review discusses the concepts of mental illness 
stigma and its consequences for those with mental illness. After a conceptual 
overview of stigma prominent consequences pertaining to public stigma (i.e., 
employment, health care quality) and self-stigma (i.e., self-confidence, quality 
of life, “why try” effect) are reviewed. We discuss the three main public stig-
ma change strategies - protest, education, and contact – as well as current self-
stigma change strategies (e.g., psychoeducation, cognitive-behavioral therapy).   
We conclude by noting that anti-stigma initiatives with more tailored content for 
specific groups (e.g., police officers vs. general public) may diminish the nega-
tive consequences of mental illness stigma by providing more concrete ways to 
help stigmatized people.
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Constructos y conceptos abarcativos del estigma sobre la enfermedad 
mental
RESUMEN: Las personas con enfermedades mentales con frecuencia se en-
frentan al estigma público y pueden experimentar autoestigma. Esta revisión 
analiza los conceptos referidos al estigma de las enfermedades mentales y sus 
consecuencias para las personas que las padecen. Después de una visión global 
de carácter conceptual sobre el estigma, se examinan las consecuencias más im-
portantes del estigma público (por ejemplo empleo y calidad de la atención) y 
del auto-estigma (por ejemplo auto confianza, calidad de vida o el efecto “por 
qué intentarlo”). Se discuten también las tres principales estrategias de cambio 
del estigma público - protesta, educación y contacto – así como las estrategias ac-
tuales de intervención sobre el auto-estigma (por ejemplo, psicoeducación y te-
rapia cognitiva-conductual). Concluimos señalando que iniciativas anti-estigma 
con contenidos específicamente adaptados para grupos específicos (por ejemplo, 
agentes de policía frente al público en general) pueden disminuir las consecuen-
cias negativas del estigma de la enfermedad mental proporcionando vías más 
concretas para ayudar a las personas estigmatizadas.
Palabras clave: estigma, autoestigma, salud mental.
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CONSTRUCTS AND CONCEPTS COMPRISING THE STIGMA 
OF MENTAL ILLNESS
The stigma of mental illness is a worldwide concern that adversely impacts 
the life opportunities and quality of life of people with mental illness. Negati-
ve opinions and behavioral responses toward people with mental illness have 
been documented in Africa (Adewuya & Makanjuola, 2005), Asia (Lauber & 
Rössler, 2007), Australia (Jorm & Wright, 2005), Europe (Mehta, Kassam, Les-
se, Butler, & Thornicroft, 2009; Schomerus, Matschinger, Kenzin, Breier, & An-
germeyer, 2006), South America (de Toledo Piza, Peluso, & Blay, 2004), and 
the United States (Anglin, Link, & Phelan, 2006; Pescosolido et al., 2010).The 
general public’s negative beliefs and behaviors are known as public stigma, a 
two-pronged problem for people with mental illness. First, persons with mental 
illnesses must cope with symptoms, such as hallucinations, delusions, anxiety, 
and/or mood swings. These symptoms can make it challenging to work, live 
independently or maintain a desirable quality of life. Secondly, societal misun-
derstandings of mental disorders lead to the social exclusion of people with men-
tal illness.  While some people successfully manage their mental illness well 
enough to work, others have significant difficulties finding employment because 
employers discriminate against them (Brohan et al., 2012). Hence, mental illness 
results in difficulties arising from both symptomology and social disadvantages.   
To complicate the problem of stigma, people with mental illness may agree with 
societal prejudices about mental illness (e.g., that people with mental illnesses 
are incompetent), internalize these beliefs, and lose self-confidence. 
This paper’s goal is to provide a conceptual background of public and self-stig-
ma, discuss implications of mental illness stigma for the lives of people with 
psychiatric conditions, and review public and self-stigma reduction strategies.  
WHAT IS STIGMA?
In ancient Greek and Roman societies, the word stigma described marks that 
were tattooed or burned into the flesh of criminals or slaves, a visible testament 
to their marginal social status or deviance (Jones, 1987). In medieval Europe, 
marks conveying stigma included clipped ears that warned the general public 
to maintain their distance (Marx, 2001). By the 18th century, stigma extended to 
signs of disease or physical degeneration. In the 20th century, sociological theory 
had implicated both physical and symbolic markers of social deviance or disap-
proval.  Goffman (1963), for example,explainedstigma’s social existence by ma-
king the distinction between two types of prominent markings (i.e., obvious and 
invisible) either of which could denigrate a person’s perceived social worth. The 
aforementioned physical markings used in Roman, Greek, and Medieval times 
signaled to other people alower social value while physical disabilities (e.g., con-
genital deformities, wheel chair use)were similarly interpreted. The second type 
or mark is invisible yet these too are socially denigrating to the person if known. MICHAELS ET AL. Conceptualization of stigma 185
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Invisible stigmatized conditions can include medical diagnoses (e.g., cancer), se-
xual orientation, or psychiatric disabilities (e.g., schizophrenia).  The critical dis-
tinction between obvious and invisible stigmatizing marks is that without verbal 
acknowledgment of a diagnosis, a person can continue to protect their identity 
(Wahl, 1999). Hiding one’s mental health condition has been empirically linked 
to self-stigma (Corrigan & Rao, 2012) and has been shown to be a significant life 
stressor (Rüsch et al., 2009a). 
For people with mental illness, contemporary definitions of stigma do not 
signify inherent moral flaws of particular individuals or groups. Instead stigma 
is a socio-cultural process by which members of marginalized groups are labeled 
by other people as abnormal, shameful, or otherwise undesirable. This distinc-
tion definesstigma as a problem that does not reside within marked individuals, 
but rather stems from the stigmatizing community that has labeled people with 
mental illness as damaged. 
PUBLIC AND SELF-STIGMA
The origin of mental illness stigma is that members of the general public 
make assumptions about a person based upon their psychiatric diagnosis.  Such 
beliefs held by the general population have been referred to as public stigma.   
Whereas, self-stigma is a process of internalizing public stigma and simulta-
neously agreeing with the negative and denigrating portrayals of people with 
psychiatric illnesses, which are accepted as accurate representations of themsel-
ves and others with psychiatric diagnoses. Yet not all people with a mental illness 
self-stigmatize.  Rather a person with a mental illness is confronted with three 
options (which the person may not be consciously aware of): to accept public 
stigma as valid, reject it, or ignore it. To explain the connection between public 
and self-stigma, the social-cognitive model of mental illness stigma is explained 
and delineated into stereotypes, prejudice, and discrimination.   
From a public stigma standpoint, stereotypes are defined as negative expecta-
tions about a person with a mental illness (e.g., a person with a mental illness is 
incompetent and dangerous). Prejudice is defined as both agreeing with a stereo-
type and consequently experiencing negative affective feelings about the person 
with a mental illness (e.g., feeling afraid of persons with a mental illness because 
they believe that they are dangerous).  Prejudice may lead to discrimination such 
as with holding opportunities (e.g., work or housing) from the person with a 
mental illness based solely on their diagnosis.  
Self-stigma is also broken down into stereotypes, prejudice, and discrimi-
nation; however, the notable difference is the identified person. This means that 
persons with a psychiatric diagnosis apply the public’s perceptions of a mental 
illness to themselves.  From this self-stigma perspective, stereotypes are defined 
as negative public beliefs about people with mental illness subsequently inter-
preted as accurate prototypical portrayals.  For example, a self-stigma stereotype 
is when a person with a psychiatric diagnosis concurs that all people with mental MICHAELS ET AL. Conceptualization of stigma 186
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illnesses are unintelligent and/or dangerous. Prejudice results from agreement 
with self-stigma stereotypes and/or experiencing negative feelings about oneself 
because of having a mental illness (e.g., a person with a mental illness belie-
ves they are unintelligent and experiences shame, low self-confidence and/or 
diminished self-esteem).  Prejudicial beliefs may then lead to self-stigma-related 
discrimination (e.g., avoiding treatment or not allowing oneself needed work ac-
commodations). These adverse consequences of self-stigma may be conceived of 
in terms of the “why try” effect, in which internalized stereotypes and prejudice 
lead the person to give up on their personal goals (Corrigan, Larson & Rüsch, 
2009). Diminished hope, confidence, self-esteem and negative attributions, for 
example, might decrease an individual’s perceived competence in multiple do-
mains, ultimately leading to withdrawal and the foreclosure of important educa-
tional, social and career goals. For example, a student with significant psychiatric 
disabilities may have internalized the view of individuals with such disabilities 
as incompetent or incapable of achieving the required performance level relative 
to students without disabilities therefore feeling little hope in their own future 
success.  “It would be pointless for someone like me to go to business school,” 
they might conclude, “so why even try?” Empirical studies support this view: 
people with mental illness who devalued the life domains of work and education 
showed higher levels of hopelessness and more social withdrawal (Rüsch et al., 
2009b).
Table 1.The Components of Public and Self-Stigma
:
:
:
Stigma
reactions may include:MICHAELS ET AL. Conceptualization of stigma 187
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CONSEQUENCES OF STIGMA
The stigma of mental illness has been noted to significantly limit many life 
opportunities for people with mental illness. In particular, the general public’s 
prejudicial and discriminatory behaviors and practices stemming from these 
stigmatizing beliefs and attitudes exclude people with mental illnesses from ob-
taining work (Cechnicki, Angermeyer, & Bielańska, 2011; Sharac, McCrone, 
Clement, & Thornicroft, 2010) and housing (Link & Phelan, 2001; Wahl, 1999).   
In particular, public stigma negatively impacts employers’ willingness to hire 
and accommodate people with mental illness in their organizations.  Yet work is 
critical to one’s financial self-sufficiency thereby supporting one’s family, edu-
cational pursuits, and hobbies. A cross-cultural study of employers’ attitudes de-
monstrated that people with mental illness are among the last to be considered 
for employment (Corrigan, Tsang, Shi, Lam, & Larson, 2010). Unfortunately this 
message has been rather clearly communicated to people with mental illness who 
expect employers to discriminate against them (Brohan et al., 2012; Cechnicki, 
Angermeyer, & Bielańska, 2011). Even laws prohibiting discrimination and re-
quiring accommodations from employers often do not lead to increased work 
opportunities because employers’beliefs remain a significant obstacle to provi-
ding employment (Bambra & Pope, 2007; Scheid, 2005).  Given such negative 
beliefs, it is not surprising that even when people with psychiatric conditions are 
employed their mean wages are significantly lower than those of people without 
mental illness performing the same jobs (Baldwin & Marcus, 2006).  Public stig-
ma significantly limits employment opportunities, but there are other challenges 
for people with mental illness.
Public stigma is a deterrent from mental health treatment, but avoidance does 
not mean symptoms disappear or stop causing limitations or problems. Stigma 
impedes treatment seeking (Corrigan, 2004), adherence to prescribed treatment 
(Sirey et al., 2001), and can lead to premature treatment discontinuation (Kre-
yenbuhl et al., 2011). Stigma also inhibits recovery, and makes it more difficult 
to overcome mental health-related challenges (Link, Struening, Neese-Todd, As-
mussen, & Phelan, 2001) and can result in psychiatric re-hospitalization (Rüsch 
et al., 2009c). Mental health professionals themselves are a significant source of 
public stigma and this is potentially one of the reasons why people with mental 
illness are deterred from seeking help (Schulze, 2007). Other studies suggest 
that people with mental illness receive lower quality medical care (Desai, Ste-
fanovics, & Rosenheck, 2005; Druss, Zhao, von Esenwein, Morrato, & Marcus, 
2011) and that may discourage them from seeking treatment for physical health 
issues.  Combined, health care professionals seem to be expressing attitudes and 
behaviors that are counter-intuitive to a basic element of their ethical mandate to 
help people.  Yet this likely explains why students in professional programs and 
health care professionals have been commonly targeted for public anti-stigma 
interventions (Arboleda-Flórez & Stuart, 2012; Corrigan, Morris, Michaels, Ra-
facz, &Rüsch, 2012).  Receiving quality health care from professionals should MICHAELS ET AL. Conceptualization of stigma 188
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not be contingent on the absence of psychiatric diagnoses or histories. 
People with mental illness recognize their conditions are stigmatized and this 
is not without consequence.  Self-stigma as described above is a common expe-
rience among people with mental illness (Brohan, Gauci, Sartorius,  & Thorni-
croft, 2011). A review of the literature suggests that self-stigma diminishes hope, 
self-esteem,  self-efficacy,  empowerment,  and  quality  of  life  for  people  with 
mental illness (Livingston & Boyd, 2010). Self-stigma research has shown it to 
undermine hope in overcoming psychiatric illnessand that it may be the obverse 
of personal empowerment (Brohan et al., 2010). Such harmful impacts of self-
stigma result from internalizing the prejudicesmay prevent social participation 
due to a sense of “why try” self-deprecation. Not all people with mental illness 
experience “why try,” but when people with mental illness pursuing of higher 
education were asked about their willingness to disclose they opted to protect 
their vulnerable identity to avoid defamation and adverse consequences (Martin, 
2010).  Despite self-stigma’s negative effects, research shows that other reactions 
are to fight against social inequality (Corrigan & Watson, 2002).  In any case, 
interventions throughout the world have sought to counteract both public and 
self-stigma’s negative effects. 
THREE PUBLIC STIGMA CHANGE STRATEGIES
Approaches to public stigma change have been divided into three paradigms 
on the basis of a review of social-psychological research related to racial-ethnic 
and gender minority groups: education, contact, and protest (Corrigan & Penn, 
1999). Educational approaches to stigma change challenge inaccurate stereoty-
pes about mental illnesses by replacing them with factual information (e.g, con-
trary to the myth that people with mental illnesses are homicidal maniacs, the 
differential homicide rate by people with serious psychiatric conditions compa-
red to the general public is minuscule). Educational strategies have used public 
service announcements, books, flyers, movies, videos, Web pages, podcasts, vir-
tual reality, and other audiovisual aids (cf Corrigan et al., 2012). Some benefits 
of educational interventions include their low cost and broad reach. 
A second stigma change strategy is interpersonal contact with members of 
the stigmatized group. Here individuals of the general population interact with 
people with mental illnesses who are likely to lessen their levels of prejudice. So-
cial-psychological research has identified factors that seem to moderate contact 
effects including one-to-one contact so that people who engage with one another 
can learn of similar interests and potentially cultivate friendships. A common 
goal is to expose a person to a moderately disconfirming example to counteract 
prevailing stereotypes, a more effective method than exposure to extreme exam-
ples that shatter stereotypes that a person easily dismisses (Pettigrew & Tropp, 
2006). 
The third stigma change method is social activism. Protest is used to highlight 
various forms of injustices from stigma and reprimand offenders for their stereo-MICHAELS ET AL. Conceptualization of stigma 189
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types and discrimination: “Shame on us all for perpetuating that people with 
psychiatric disorders are just ‘big kids’ who are unable to care for their selves.” 
Anecdotal evidence suggests that protest can reduce harmful media representa-
tions (Wahl, 1995). 
Research on these three public stigma change strategies has grown exponen-
tially over the past decade as indicated by published systematic reviews (Hol-
zinger, Dietrich, Heitmann, & Angermeyer, 2008).  Recently a meta-analysis 
evaluated 79 studies of public stigma change strategies specific to mental ill-
ness with outcome data on more than 38,000 research participants (Corrigan et 
al., 2012a).  Nearly all studies either used contact or education strategies whi-
le protest was notably absent from the research literature. Results showed that 
both education and contact programs led to significant change in overall outco-
mes as well as attitudes and behavioral intentions compared to control group 
assessments.  However, contact yielded stronger outcomes by more than two-
fold over the effect sizes for education. While this result may seem to make the 
argument for discontinuation of educational strategies, it would be premature 
to throw out education. Empirical evidence has yet to determine the most cost 
effective messaging strategy appropriate for specific audiences’ needs (McCro-
ne, Knapp, Henri, & McDaid, 2010).  Perhaps there are messages that are best 
suited for a broad audience (e.g., the general public) such as “recovery is pos-
sible” or “see the person not the illness” but more specific groups may need to 
hear more targeted messages (Clement et al., 2010). For example, a civic club 
may benefit from only hearing a “recovery is possible” message and increase the 
audience’s general willingness to interact with individuals with a mental illness; 
but perhaps police officers need to hear more specific information such as how to 
appropriately intervene during a mental health crisis. Only presenting a general 
recovery messageto police officerswho do crisis interventionsmay not address 
that group’s specific needs. Therefore, the integration of educational and contact 
approaches may be most effective for stigma change. For example, the Canadian 
Mental Health Commission has built much of its Opening Minds program with 
its contact-education strategy. The most effective message tailoringfor different 
audiences still remains an empirical question. Current research is underway to 
understand the aspects that comprise not only effective messages but also the 
other anti-stigma program ingredients that comprise the most effective contact-
basedstrategies (Corrigan et al., 2012b). 
SELF-STIGMA CHANGE STRATEGIES
Over the past decade, research on self-stigma change strategies has been 
less extensive and trends suggest different perspectives. A recent review yielded 
fourteen studies that have tested self-stigma change programs (Mittal, Sullivan, 
Chekuri, Allee, & Corrigan, 2012). The most common method was psychoedu-
cation-based programs. In these programs participants learn facts that counter 
stereotypes of illness. These group-based educational strategies use program par-MICHAELS ET AL. Conceptualization of stigma 190
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ticipants’ personal experience with prejudice and discuss the implications of its 
internalization. In the review, a second self-stigma discussed reduction approach 
incorporates a more therapeutic strategy, cognitive behavior therapy (CBT). In 
this intervention, self-stigma was framed as maladaptive statements about the 
self that individuals were taught to challenge through the solicitation of feedback 
from others. The goal was to help program attendees develop skills in reframing 
and correcting their own negative self-directed cognitions. A third self-stigma 
approach described in the review is a variant of CBT known as Acceptance and 
Commitment Therapy. This intervention utilized mindfulness strategies to pro-
mote self-esteem among group participants. A fourth self-stigma intervention 
described was a CBT-based program focusing on narrative enhancement. Par-
ticipants were asked to share personal stories about themselves and their expe-
riences with illness and treatment, while focusing on themes of hope that would 
counter negative self-stereotypes. Finally, beyond the review is another type of 
intervention that is yet to be empirically tested which uses a peer-led group pro-
cess to guide the decisions involved in disclosure of one’s mental illness. One 
such program, Coming Out Proud, may be able to counteract self-stigma’s con-
sequences by addressing the costs and benefits of disclosure and how to tell your 
story about mental illness (Corrigan, Kosyluk,& Rüsch, in press). 
Taken together, data from the four empirically tested interventions suggest that 
tailoring efforts to challenge self-stigmatizing statements may counteract the 
negative consequences of self-stigma. While these self-stigma approaches may 
have long-term merit, there is a risk that they reframe self-stigma as an illness (or 
personal fault) there by warranting individual psychotherapeutic treatment rather 
than broader social change. The message that may be unintentionally conveyed 
is that stigma is aproblem within the person with the mental illness. These rather 
clinical treatments may help people with mental illness deal with self-stigma in 
the short term, but we must not ignore stigma’s irreducibly social origins. 
CONCLUSIONS
In this review we provided an overview of stigma including its origin, main 
components - stereotypes, prejudice and discrimination -, and consequences, 
with a focus on consequences of public and self-stigma for persons with mental 
illness.  We then discussed current public stigma change strategies as well as 
self-stigma interventions. Current empirical evidence suggests that public stigma 
delivered through interpersonal contact yields stronger effects than educational 
strategies. However a hybrid of such methods, contact-educational strategies, 
may result in even greater impact when an audience receives tailored messages 
that address more group-specific informational needs. Providing highly relevant 
content in a presentation can give an audience concrete ideas that encourage real 
behavioural change.  More research is needed regarding the most effective con-
tent for tailored presentations. 
Public stigma has a major impact on the lives of people with mental illness.   MICHAELS ET AL. Conceptualization of stigma 191
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It leads to self-stigma and may also interfere with various life areas including 
employment, housing, health care, and quality of life. It thus remains a clinical 
and social justice priority to provide on-going support for people with mental 
illness, and continue to develop and evaluate both general and more targeted 
anti-stigma interventions.
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